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{815) 939-4566 Local calis
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A. AUTHORIZATION TO RELEASE INFORMATION- | authorize any Hesith Care Provider, Insurance Company, Employer, Person or Organization to release any
information regarding the medical, dental, mental, alcohol or drug sbuse history, trsatment. of benefits payable. including dissbility or employment related
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INSTRUCTIONS FOR FILING A CLAIM

Any person who knowingly and with intent to defraud any insurance company or other person files a statement containing any
materially false information, or conceals, for the purpose of misleading, information concerning any fact material thereto, commits a
fraudulent insurance act which is a crime.

YOU SHOULD SUBMIT YOUR CLAIMS MONTHLY OR WHEN YOU HAVE BILLS TOTALING MORE THAN $200.00;
BUT YOU MUST USE A SEPARATE CLAIM FORM FOR EACH MEMBER OF THE FAMILY.

1. IMPORTANT

. II\l completed claim form must be included with each submission for each member of the tamily for each separate accident or
- 'Yon::f:.laim cannot be processed without your Social Security Number (Employee Section, Block E).
* You must sign and date your claim form (Employee’s / Patient’s Signature and Release Section).
2. ATTENDING PHYSICIAN OR PROVIDER INFORMATION SECTION SHOULD BE COMPLETED FOR...
Surgery Doctor’'s Visits Mental lliness Expenses Hospital Confinement
Be certain to include procedure code and ICD-9 Diagnosis Code (Physician or Provider Section, blocks C and D).

3. IF ENCLOSING ITEMIZED BILLS, THEY MUST INCLUDE:

ALL BILLS - DRUG BILLS
{Please tape to an 8 1/2" x 11" piece of paper)
Employee Name Date of Service Patient Name Prescription Date
Patient Name Diagnosis Physician Name Drug Name
Type of Service Charge for Service Prescription Number Charge

® Be certain to include Physician or Tax Identification number.
* Bills will not be returned to you - make copies for your records.
* Receipts, balance due statements and cancelled checks are not acceptable.

4, ADDITIONAL JNFORMATION
Save your Explanation of Benefits - duplicate vouchers are not available.
Second Opinion Surgical Program - Call your benefits counselor for details.
5. MAILING INSTRUCTIONS

Send your completed claim form and itemized bills to the address indicated on the front of this form.
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